the diabetes epidemic, we need to take action in each of these arenas.
creating partnerships between health systems and communities.
Communities need to be able to provide resources and policies that assist people in participating in healthy practices where they spend most of their time. The health system should provide self-management support, delivery system design, decision support, and clinical information systems that are necessary for improved outcomes. The CCM includes a prepared proactive practice team. A growing body of research has shown that enhanced use of non-physician healthcare providers following treatment algorithms and authority to make independent treatment decisions with physician supervision produces superior outcomes than those achieved with usual physician care. [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] Improved outcomes included HbA 1c , fasting glucose, blood pressure, and triglycerides, low-density lipoprotein cholesterol, and total cholesterol levels. In one study, 21 physicians identified lack of time and other conditions that needed their attention as the primary challenges to carrying out recommended treatment guidelines. In addition, healthcare provider knowledge, communication between patient and provider, and cultural differences between patient and provider have also been identified as barriers to good care. Nurses, dietitians, and pharmacists have specific training in educational strategies, nutrition, and medication management that can help address provider knowledge deficits. It was also suggested that healthcare professionals other than physicians may be able to more effectively communicate with patients because they are more likely to be a part of the local community and to be more aware of the attitudes and beliefs of patients. 21 An informed, motivated patient is also critical to successful health outcomes and is part of the CCM. One important way to help accomplish this is through participation of community health workers. Community health workers provide a critical bridge between communities and healthcare systems, providing support and reinforcement of skills that help patients become better prepared to meet the demands of living with diabetes. 24, 25 Community health workers are even more likely than healthcare professionals to be considered part of the community and social network of many patient populations. The Institute of Medicine recommends that healthcare systems support the involvement of community health workers to address racial and ethnic disparities in healthcare. 26 Norris et al. 25 conducted a systematic review on the effectiveness of community health workers in the care of people with diabetes. The roles and responsibilities of community health workers in that review ranged from substantial involvement in patient care to providing assistance in education sessions taught by healthcare providers. Knowledge about diabetes and self-care increased significantly among participants in five of seven studies that reported on this outcome. Positive behavior changes in diet, physical activity, selfmonitoring of blood glucose, and other self-care behaviors occurred in seven of the nine studies that evaluated such behaviors. Lipid levels showed improvement in two of five studies and blood pressure decreased in two of four studies in which it was measured. Additional research with community health workers is needed, especially studies with strong designs and ones that identify specific characteristics of successful interventions.
Halting Health Disparities
Significant health disparities continue to exist in diabetes. Stopping the diabetes epidemic involves halting health disparities, which are evident in the number of adults who have diabetes, with American Indians and Pacific Islanders showing the highest prevalence, followed by AfricanAmerican and Hispanic/Latinos. 1 These disparities persist among youth as well as adults. 27 Using National Health Interview Survey data and Markov chain modeling, the CDC projected the lifetime risk for developing diabetes in the US. 28 These data estimate that for individuals born in 2000, the lifetime risk for diagnosed diabetes is about one in three for males and two in five for females. The estimated lifetime risk is even higher among minority populations, with Hispanic females having about a one in two risk at birth and a one in three residual risk at 60 years of age. Disparities are also evident in diabetes complications, 29 risk factors for cardiovascular disease, 7 and mortality from diabetes. 30 In the CDC TRIAD study, processes of care differed very little by race/ethnicity, but non-white patients had higher HbA 1c concentrations and African-Americans had higher systolic blood pressure than whites. 31 No differences were found between Spanishand English-speaking Latino patients for processes or outcomes of care. Public health network
Adequately addressing health disparities will require a focus on the social determinants of health, such as housing, education, and employment.
Addressing Both Primary and Secondary/Tertiary Prevention
The diabetes epidemic is not just about the increasing number of people with the disease; it is also about the serious complications that can result from diabetes. Preventing the devastation that diabetes can cause requires that we address primary prevention (preventing the onset of diabetes) and 33 Much progress is needed in secondary/tertiary prevention because the human and economic costs of these complications are still too high. 1, 34 When looking at these complication data among the overall population, the trends are increasing, not decreasing, as in the population with diabetes. This is due to the fact that the number of people with diabetes is increasing as a proportion of the overall population. Consequently, primary prevention of diabetes is also a critical factor in halting the epidemic.
Several randomized controlled trials have been performed that demonstrate that type 2 diabetes can be prevented or postponed. [35] [36] [37] The current challenge is taking what was learned in these trials and translating it into practice on a large enough scale to achieve a reduction in incident cases of type 2 diabetes. Emerging research and demonstration projects
show that the curriculum tested in the Diabetes Primary Prevention
Program trial can be successfully implemented by trained community organization staff (i.e. YMCA). 38 They can achieve similar weight-loss results to the research trials for much less money. Multiple prediction models have now shown that a structured lifestyle intervention can result in cost savings within two to three years if the direct costs of the intervention can be reduced to $250-300 per year.
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Improving Translation
Although there are still many unanswered questions that affect halting the diabetes epidemic, there is a significant body of existing knowledge that remains to be translated from bench to bedside to community. This gap between evidence-based, efficacious interventions and what actually occurs in practice is significant. 40, 41 The term 'translation' is applied to both the type of research that seeks to answer questions that are directly applicable to real-world settings and more broadly to the act of transforming knowledge (i.e. research findings) into action (i.e.
healthcare policies and community practices). It is helpful to look at the continuum of translation that moves from basic science to distribution (see Figure 3) . Basic biological research is a crucial first step, followed by efficacy trials that seek to understand causal mechanisms and test interventions under ideal conditions. Effectiveness studies are carried out in real-world settings and offer important information about general applicability. The next steps to consider are efficiency, which seeks to identify ways to have the biggest effect on the most people, and then availability, which addresses supply. The final step is distribution, which addresses diffusion of the intervention.
The creation of new knowledge often does not on its own lead to widespread implementation or effects on health. 42 To overcome some of the barriers it is important to consider the kinds of evidence that are necessary for translating research into practice. As there are many different kinds of evidence and each has its strengths and weaknesses, Glasgow and Emmons recommend integration of different kinds of evidence using mixed methods that combine the strengths of both quantitative and qualitative methods. 43 Study designs must incorporate the 
